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Health professionals providing health-care services must have the relevant 
competencies and clinical experiences needed to improve population health outcomes 
in different contexts. Current models of health profession education often fail to 
produce a fit-for-purpose workforce ready and willing to provide relevant, quality care 
to underserved communities. Evidence is emerging that community-engaged and 
socially accountable health workforce education, i.e., aligned with priority health 
needs, produces a workforce ready and willing to work in partnership with underserved 
regions. This model of education fosters greater affiliation between education and 
service delivery systems and requires institutions to measure graduate outcomes and 
institutional impact. The Training for Health Equity Network (THEnet), a partnership of 
socially accountable health workforce education institutions, has developed and tested 
a Social Accountability Framework for Health Workforce Education (the Framework) 
and toolkit to improve alignment of health workforce education with outcomes to 
assess how well education institutions meet the needs of the communities they serve. 
The Framework links education and service delivery creating a continuous quality 
improvement feedback loop to ensure that education addresses needs and maximizes 
impact on the quality of service delivery. The Framework also provides a unifying set of 
guidelines for health workforce policy and planning, accreditation, education, research, 
and service delivery. A key element to ensuring consistent high quality service delivery 
is an appropriately trained and equitably distributed workforce. An effective and 
comprehensive mechanism for evaluation is the method of CQI which links the design, 
implementation, accreditation, and evaluation of health workforce education with 
health service delivery and health outcomes measurement.
Keywords: social accountability, health professional education, continuous quality improvement, health 
workforce, accreditation
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iNtrODUctiON
The World Health Organization (WHO) estimates that an 
additional 2.4 million doctors, nurses, and midwives are needed 
globally but nowhere near enough are being trained, particu-
larly in the areas where they are needed the most; but increased 
numbers of health professionals is insufficient (1). They need to 
be equitably distributed, competent to meet the needs of their 
communities, and be motivated and empowered to deliver qual-
ity care that is appropriate and acceptable to the sociocultural 
needs of the population (2). It is well documented that poverty 
and social inequity are the most important determinants of 
ill health worldwide (3, 4). Many, if not all, intractable health 
problems have as their root cause social determinants, includ-
ing health inequities between economic and ethnic groups and 
poor access to health care. Health professionals have a respon-
sibility to address social inequity and its deleterious effects on 
individual and population health. An appropriately trained 
and evenly distributed health workforce is essential to reduce 
the health equity gap within and across borders and to achieve 
universal health coverage (UHC) and meet the Sustainable 
Development Goals (SDG 3) (http://www.who.int/topics/
sustainable-development-goals/targets/en/).
The Independent Global Commission on Education of Health 
Professionals for the twenty first century identified that “glaring 
gaps and inequities in health persist both within and between 
countries … and … professional education has not kept pace with 
these challenges” (4). They acknowledge that the problems are 
systemic and require a new era of health professional education. 
Specifically, they classified three successive levels of learning for 
students to build their knowledge, skills, attributes, and values for 
how to become a health system change agent. These are:
 1. Informing: acquiring skills
 2. Forming: creating professional identity
 3. Transforming: creating leaders who can effectively lead health 
systems and improve population health
The Global Strategy on Human Resources for Health: 
Workforce 2030 recommends education strategies include social 
accountability (SA) approaches to ensure a better distribution 
of health workers where they are most needed, emphasizing the 
underserved and most vulnerable populations (2). This is echoed 
by the recently released report of the High Level Commission on 
Health and Economic Growth stressing that socially accountable 
education should be institutionalized emphasizing the role of 
training institutions in addressing population and health system 
needs (5).
Further, there is a growing global consensus recognizing the 
importance of holding health professional schools accountable to 
society for achieving these goals. The WHO defines SA as “the obli-
gation to orient education, research, and service activities towards 
priority health concerns of the local communities, the region and/
or nation (schools) one has a mandate to serve. These priorities are 
jointly defined by government, health service organizations, and the 
public” (6). The WHO is not alone in recognizing SA as a critical 
mandate. The 2010 global consensus on SA document, reflecting 
the agreement of 130 organizations and individuals from around 
the world involved in health education, professional regulation, 
and policy-making, called for schools “to reorient their education, 
research, and service priorities” (7) to improve their response to 
current and future health-related needs and challenges in society. 
This requires health professional schools to shift their traditional 
education model toward a socially accountable approach. Despite 
this, there are limited practical tools to guide health professional 
schools to transform their curriculum and measure their impact 
on health outcomes.
the training for Health equity Network
Driven by both their implicit and explicit social mission to 
address the needs of their communities, a number of schools of 
medicine and health sciences in high and low resources countries 
have embraced this challenge by successfully incorporating SA 
as the central tenet of their mission. Their success in producing 
graduates with broader and relevant competencies and distrib-
uted equitably in geographically isolated, underserved regions led 
to the development of the Training for Health Equity Network 
(THEnet). THEnet was founded in 2008 and is an international 
collaboration of 12 health professional schools committed to 
SA mandates to direct their educational, research, and service 
resources toward the priority health and health system needs 
of their reference populations (8). The first priority of action 
for THEnet was to develop and test a Framework for Socially 
Accountable Health Workforce Education (the Framework) to 
assist health professional educational schools measure their pro-
gress toward SA (9). The Framework was informed by Boelen and 
Woollard’s three “expressions of social accountability” namely: 
“conceptualization (the type of professional needed and the system 
that will utilize his or her skills), production (the main components 
of training and learning) and usability (initiatives taken by a school 
to ensure that its trained professionals are put to their highest and 
best use)” (10). Following its publication in 2012, the Framework 
has been used by a growing number of health professional schools 
across the world to evaluate their curriculum, or discuss opportu-
nities for education or policy change (11–14).
sA Health Professional education and 
continuous Quality improvement (cQi)
Continuous quality improvement as a process method can be 
used to continually improve the quality of student learners 
over time which is a step beyond quality assurance which can 
be viewed as simply producing technically competent gradu-
ates. CQI is a set of principles, concepts, and methods adopted 
originally in the business world and subsequently introduced to 
other areas including the higher education sector (15). Quality 
improvement processes build on quality assurance systems in 
higher education ensuring quality of teaching and learning and 
providing public accountability for the standards of programs 
and the use of resources by meeting accreditation standards (16). 
Traditionally, higher education quality assurance systems such 
as accreditation bodies focus more on educational processes 
than on outcomes and impacts of their graduates and research 
on societal issues and communities they serve (17). THEnet 
FigUre 1 | tHenet iterative continuous quality improvement model.
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Framework bridges this gap by aligning education processes 
with the impact of the graduates in the communities. The 
THEnet iterative CQI model (Figure 1) shows a CQI cycle of 
health professional education, research, and service within a 
traditional CQI structure of Plan—Do—Study—Act.
MetHODs
The Framework identifies key factors for schools to educate a 
health workforce to positively influence health outcomes and 
health systems performance and provides the training and 
tools to measure and improve the outcomes across institutions 
and context. The Framework was developed using a logical 
framework matrix (NORAD 1999), a well-tested project plan-
ning and evaluation tool (18). The Framework helps schools 
evaluate how well they are doing in terms of meeting priority 
needs and assists to establish educational improvement and 
areas for research via the four sections of the Framework. 
Each section addresses an element of the CQI cycle by asking 
practical questions linked to stages of the quality improvement 
process. The four sections are (1) what needs are we address-
ing? (2) how do we work? (3) what do we do? and (4) what 
difference do we make? These four sections of the Framework 
inform each of the other sections and provide strategies for 
transformational learning to generate future cycles leading to 
continuous improvements over time.
creating a Health Professional 
education curriculum to Meet the 
Health Workforce Needs
THEnet’s iterative CQI model (Figure 1) and the four sections 
of the Framework have been linked to showcase how to create 
a health professional education curriculum to meet health 
workforce needs with a continuous evaluation process.
Assessment and Identification: Section 1: 
What Needs Are We Addressing? and Section 2: 
How Do We Work?
Section 1: the first step is to examine and determine if there is a 
strong alignment between the school’s community needs and the 
desired graduate competencies. A socially accountable health 
professional curriculum considers the geographical region the 
school serves, communities that have difficulty accessing health 
services, or have poor health outcomes in the region. Inclusion 
is a quality CQI step, which means involving key stakeholders 
including community members in the design of a curriculum 
for buy-in and quality graduate attributes. Other stakehold-
ers such as learners, educators, community members, health 
service providers, management, and government also bring 
different perspectives, knowledge, and necessary information 
to the process.
Section 2: spend quality time ensuring that the learners, 
educators, leaders, and key stakeholders are aware of vulnerable 
populations and underserved communities in the region and can 
identify their priority health and social needs. This knowledge 
must then become embedded in the curriculum, and be geared 
toward transformational learning to produce graduates with the 
competencies and commitment to address identified priority 
health, cultural, and social needs of the communities they serve 
with a focus on the underserved.
Deliver: Section 3: What Do We Do?
A socially accountable health professional curriculum consid-
ers, what, how, and where do our learners learn, and embeds 
the values of quality, equity, relevance, and efficiency. It also 
considers who the educators are and how are they trained, 
and governance needs such as how resources are managed for 
program operationalization so they are distributed according 
to priority needs.
The socially accountable curricula emphasize the principles 
of primary health care, and integrate basic and clinical sciences 
with population health and social sciences. The second quality 
improvement step specific to the curriculum should include 
who will do the curriculum review, what specifically will be 
done and when will it be done. Consideration also needs to 
be given to any tools and training that may be needed. For 
example, if a change is needed, consideration needs to be 
given as to whether it is feasible to make the change in terms 
of cost, time, and resources and if there is buy-in by key 
decision makers.
Undertaking a comprehensive curriculum review can be 
daunting so think about the one change that might be worth 
undertaking. For example, review what your learners learn from 
your curriculum. Suggested indicators from Section 3 of the 
Framework include (19):
•	 Does your education program, including curriculum content, 
reflect identified priority health, cultural, and social needs of 
the community?
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•	 Does the learning define the knowledge, attitudes, and skills 
needed to meet the health needs of the populations and 
regions served?
•	 What number or proportion of curriculum weeks are allocated 
to high priority community health needs?
•	 Does your curriculum design, delivery, assessment, and eval-
uation reflect the:
 ■ desired graduate attributes based on the above needs 
assessment?
 ■ principles of primary health care? and
 ■ integration of basic and clinical sciences with population 
health and social sciences?
Evaluate: Section 4: What Difference Do We Make?
The next stage is monitoring the curriculum for impact. Before 
evaluating, consider the processes, strategies, outcomes, and 
the impact that curriculum reform will have on the systems, 
communities, and individuals it serves. To help with this pro-
cess, a program logic model can be developed to identify if the 
needs will be met (20). As an example, THEnet program logic 
model (Figure 2) outlines THEnet’s socially accountable health 
11
Theory of change for how socially accountable health professional education (SAHPE) institutions collaborating under THEnet contribute to health equity
SAHPE
philosophy
of THEnet
School’s mission,
values,
governance and 
strategies are 
needs-based: 
centered on
addressing 
health issues and 
social 
determinants of 
health among 
target 
populaons, 
strengthening 
local health 
systems, and
reducing health 
inequies
School has a 
parcipatory 
approach: 
governance and 
strategies are 
planned with 
meaningful input 
from all relevant 
stakeholders, 
parcularly local 
government and 
communies, 
with a primary 
focus on the 
priority health 
and social needs 
of local 
communies
Long-term goals
*While recognizing that 
health is determined by 
more than access to 
health services and a 
responsive health 
system, we believe both 
factors can make a 
significant contribuon 
to populaon health
and health equity.
SAHPE outcomes Regional impacts
‘Fit-for-purpose’ 
medical workforce
• Lile or no geographic 
areas of health workforce 
shortage 
• Culturally competent 
health service delivery that 
is cognizant of the social 
determinants of health
• All cultural and social 
groups in reference area 
have access to health 
services
• Responsive in addressing 
health inequies in the 
reference populaon
Health equity 
and 
improved 
health 
outcomes*
Priority health 
needs are 
addressed in 
reference area
Connuous 
reducon in 
systemic, socially 
produced or 
preventable 
differences in the 
health of reference 
populaons
Transformed graduates
• New SAHPE graduates have 
posive intenons for 
community-based service, 
and to address local health 
inequies
• Registered Graduates engage 
in client advocacy & broader 
health reform
• New SAHPE graduates have 
the appropriate clinical, 
social and cultural 
competencies to address 
priority health needs
• Registered SAHPE graduates 
adopt professional behaviors 
and choose their career and 
geographic pracce locaon
to address local health 
workforce needs
Transformed 
communies
• Engagement by SAHPE
students, graduates and 
staff strengthens the social 
fabric of local communies
• Community is an acve 
partner in research and 
intervenons to improve 
the health & well-being of 
its cizens
Health service support
SAHPE Faculty staff and students 
contribute to health service 
delivery in reference area
SAHPE acvies
Health policy & pracce
• Faculty staff have meaningful 
input into the development 
of regional health policies 
and health services
Pedagogy
• Student-centered and problem-based pedagogic methods
• Service-based learning occurs as a shared responsibility between 
the medical school, community and the local health system
• Students trained to recognize and take acon on health disparies
Research
• Reflects priority community health issues and the health of under-
served groups
• Has a focus on parcipatory methodologies & research partnerships
with local communities
Community service
• The School engages and supports community and community 
health service providers in a manner which strengthens local health 
services and promotes the aspiraons of community members
• The School plays a role in advocacy and policy reform
• The School gives community a voice on health service reform
Learners
• Taught the principles of socially accountable medical pracce 
• Targeted recruitment policy to acvely encourage & support 
culturally, socially or geographically disadvantaged students
Curriculum
• Curriculum tailored to priority local community needs
• Local government has input into the School’s curriculum content 
and teaching acvies
• Integrates basic & clinical sciences with principles of populaon 
health and social sciences
Faculty
• Includes representaves from the geographic/cultural profile of 
the reference populaon
• Community-based praconers are recruited and trained as 
student preceptors
• Staff development programs responsive to community needs
Faculty has a process for crical reflecon on the curriculum based on periodic assessment of, and accountability towards, the needs of its students and reference 
populaon (local communies and health systems)
FigUre 2 | theory of change for how socially accountable health professional education (sAHPe) institutions collaborating under tHenet contribute 
to health equity (28).
professional education (SAHPE) philosophy, activities, out-
comes, regional impacts, and long-term goal of health equity and 
improved health outcomes. Other evaluation tools can include 
student satisfaction surveys with learning, graduate competency 
surveys within the health system (patient and supervisors), and 
faculty satisfaction with institutional support for undertaking 
curriculum initiatives toward SA surveys.
Impact factors might include a broader study of improvement 
in population health derived from local health surveys and sta-
tistics, improvement in health workforce numbers and retention 
across the region, and number of research publications and con-
ference presentations of socially accountable projects by faculty 
and students, as well as tracking graduate specialty and practice 
location to determine if they match the priority workforce needs 
of the community served.
Adjust
The final stage of a CQI process is acting upon what is learned and 
adjusting governance, education, research, and services accord-
ingly and informs the next iteration of the quality improvement 
cycle. CQI is an ongoing process and each school must continue 
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to examine their underlying assumptions, and be proactive and 
responsive to changing needs and demands.
DiscUssiON
THEnet recognizes that SA is a fundamental principle that 
requires a flexible approach in how it is operationalized. The 
Framework is a generic tool and can be used in phases and 
allows for creativity and adaptability to different contexts and 
different resource availability. Over the past 4  years, THEnet 
schools realized the benefit of the Framework, not only for cur-
riculum transformation but also as a mechanism for CQI for 
the production of a fit-for-purpose workforce to improve local 
health outcomes.
A significant investment is required by health professional 
education institutions and society to develop health profession-
als who have both technical expertise and professional values 
that include a service orientation and ethical commitment to 
not only their individual patients but the communities in which 
they practice. SA is a principle that translates into educational 
strategies resulting in value-based competencies that are best 
demonstrated by health professionals who act as change agents 
in partnership with their communities. THEnet iterative CQI 
model links the educational and service delivery systems. As 
a practical CQI tool, THEnet Framework on SA has filled 
an important gap and is currently being used by a growing 
number of health professional education institutions around 
the world. We propose integrating the Institute of Medicine’s 
definition of CQI with health professional education by includ-
ing education as a strategy for improving health-care services 
and by describing targeted patient groups as communities: 
“Quality improvement consists of systematic and continuous 
actions that lead to measurable improvement in education, 
health care services and the health status of targeted patient 
groups [communities]” (21).
cONcLUsiON
A CQI approach is useful for understanding and monitoring 
socially accountable educational mechanisms that lead to fit-for-
purpose graduates and improved quality of care and health out-
comes at a population level. SA in health professional education 
is gaining traction internationally as a mechanism for combatting 
health inequities and advancing UHC (1).
Including SA indicators in health professional education 
accreditation standards would acknowledge the importance 
of holding health professional schools accountable to society 
for addressing population and health system needs (5). 
We  call for key indicators around an appropriately trained 
and evenly distributed health workforce to be included in all 
health professional higher education accreditation processes. 
This is essential to reduce the health equity gap within and 
across borders and to achieve UHC and meet the Sustainable 
Development Goals (SDG 3) (http://www.who.int/topics/
sustainable-development-goals/targets/en/).
THEnet’s Framework for Socially Accountable Health 
Workforce Education links education and service delivery creat-
ing a CQI feedback loop to ensure that education addresses needs 
and maximizes impact on quality service delivery. Evidence is 
emerging that community-engaged and socially accountable 
health workforce education produce a workforce ready and will-
ing to work in partnership with underserved regions (22–27).
AUtHOr cONtriBUtiONs
All authors contributed to the writing and editing of the article. 
AC wrote the first draft and managed subsequent drafts with revi-
sions from all other authors. SR wrote the second draft. CR and 
LM reviewed subsequent drafts and provided revisions. A-JN did 
the final review. All authors gave final approval of the publication 
of this version of the paper.
reFereNces
1. WHO. Transformative Scale Up of Health Professional Education: An Effort 
to Increase the Numbers of Health Professionals and to Strengthen Their 
Impact on Population Health (2016). Available from: http://apps.who.int/
iris/handle/10665/70573
2. WHO. Global Strategy on Human Resources for Health: Workforce 2030. 
World Health Organization (2016). Available from: http://www.who.int/
hrh/resources/pub_globstrathrh-2030/en
3. WHO. Social Determinants of Health. World Health Organization (2016). 
Available from: http://www.who.int/social_determinants/en
4. Frenk J, Chen L, Bhutta ZA, Cohen J, Crisp N, Evans T, et al. Health pro-
fessionals for a new century: transforming education to strengthen health 
systems in an interdependent world. Lancet (2010) 376(9756):1923–58. 
doi:10.1016/s0140-6736(10)61854-5 
5. WHO. Working for Health and Growth: Investing in the Health Workforce. 
World Health Organization (2016). Available from: http://www.who.int/hrh/
com-heeg/reports/en/
6. Boelen C, Heck JE. Defining and Measuring the Social Accountability of Medical 
Schools (2016). Available from: http://www.who.int/iris/handle/10665/59441
7. Boelen C. [Global consensus on social accountability of medical schools]. 
Sante Publique (2011) 23(3):247–50. 
8. Pálsdóttir B, Neusy AJ, Reed G. Building the evidence base: networking 
innovative socially accountable medical education programs. Educ Health 
(2008) 21(2):177. 
9. Larkins SL, Preston R, Matte MC, Lindemann IC, Samson R, Tandinco 
FD, et  al. Measuring social accountability in health professional edu-
cation: development and international pilot testing of an evaluation 
framework. Med Teach (2012) 35(1):32–45. doi:10.3109/0142159x.2012. 
731106 
10. Boelen C, Woollard B. Social accountability and accreditation: a new 
frontier for educational institutions. Med Educ (2009) 43(9):887–94. 
doi:10.1111/j.1365-2923.2009.03413.x 
11. Ross SJ, Preston R, Lindemann IC, Matte MC, Samson R, Tandinco FD, 
et al. The training for health equity network evaluation framework: a pilot 
study at five health professional schools. Educ Health (2014) 27(2):116. 
doi:10.4103/1357-6283.143727 
12. Chen V, Foster Page L, Mcmillan J, Lyons K, Gibson B. Measuring the 
attitudes of dental students towards social accountability following 
dental education – qualitative findings. Med Teach (2015) 38(6):599–606. 
doi:10.3109/0142159x.2015.1060303 
13. Tackett S, Grant J, Mmari K. Designing an evaluation framework for WFME 
basic standards for medical education. Med Teach (2015) 38(3):291–6. 
doi:10.3109/0142159x.2015.1031737 
14. Moodley V, Loughman J, Naidoo K. Social accountability: introducing a new 
dimension in optometric education. S Afr J High Educ (2016) 30(1):206–23. 
doi:10.20853/30-1-560 
15. Blanco-Ramírez G, Berger JB. Rankings, accreditation, and the international 
quest for quality. Qual Assur Educ (2014) 22(1):88–104. doi:10.1108/
qae-07-2013-0031 
6Clithero et al. Health Professions Education Using CQI
Frontiers in Public Health | www.frontiersin.org February 2017 | Volume 5 | Article 26
16. Houston D, Paewai S. Knowledge, power and meanings shaping quality 
assurance in higher education: a systemic critique. Qual High Educ (2013) 
19(3):261–82. doi:10.1080/13538322.2013.849786 
17. Lodge JM, Bonsanquet A. Evaluating quality learning in higher education: 
re-examining the evidence. Qual High Educ (2013) 20(1):3–23. doi:10.1080/ 
13538322.2013.849787 
18. Logical Framework Approach: Handbook for Objectives-Oriented Planning. 
(2016). Available from: http://norad.no/en/toolspublications/publications/2009/
logical-framework-approach--handbook-for-objectives-oriented-planning/
19. THEnet – Training for Health Equity Network – Section 3: What Do We 
Do? (2016). Available from: http://thenetcommunity.org/social-af-section-3/
20. Quality Improvement. (2016). Available from: http://hrsa.gov/quality/
toolbox/methodology/qualityimprovement/
21. Julian DA. The utilization of the logic model as a system level planning 
and evaluation device. Eval Program Plann (1997) 20(3):251–7. doi:10.1016/
s0149-7189(97)00002-5 
22. Ray RA, Woolley T, Sen Gupta T. James Cook University’s rurally orientated 
medical school selection process: quality graduates and positive workforce 
outcomes. Rural Remote Health (2015) 15:3424. 
23. Reid SJ, Couper ID, Volmink J. Educational factors that influence the 
urban-rural distribution of health professionals in South Africa: a case-con-
trol study. S Afr Med J (2011) 101(1):29. doi:10.7196/samj.4342 
24. Sen Gupta T, Woolley T, Murray R, Hays R, McCloskey T. Positive 
impacts on rural and regional workforce from the first seven cohorts of 
James Cook University medical graduates. Rural Remote Health (2014) 
14:2657. 
25. Iputo JE. Training doctors from and for rural South African communities. 
MEDICC Rev (2008) 10(4):25–9. 
26. Cristobal F, Worley P. Can medical education in poor rural areas be cost- 
effective and sustainable: the case of the Ateneo de Zamboanga University 
School of Medicine. Rural Remote Health (2012) 12:1835. 
27. Cristobal F, Worley P. Transforming health professionals’ education. Lancet 
(2011) 377(9773):1235–6. doi:10.1016/s0140-6736(11)60494-7 
28. THEnet – Training for Health Equity Network – Background to the Framework 
for Socially Accountable Health Workforce Education. (2016). Available from: 
http://thenetcommunity.org/social-accountability-framework-background
Conflict of Interest Statement: The authors declare that the research was con-
ducted in the absence of any commercial or financial relationships that could 
be construed as a potential conflict of interest.
Copyright © 2017 Clithero, Ross, Middleton, Reeve and Neusy. This is an open-ac-
cess article distributed under the terms of the Creative Commons Attribution 
License (CC BY). The use, distribution or reproduction in other forums is permitted, 
provided the original author(s) or licensor are credited and that the original 
publication in this journal is cited, in accordance with accepted academic practice. 
No use, distribution or reproduction is permitted which does not comply with 
these terms.
